BRIEF SUMMARY OF MEDICAL REIMBURSEMENT

PROCESS

BE SURE TQ READ THE, “DETAILED” INSTRUCTIONS

Y

>

3)

4)

3)

Complete the REQUEST form (FOC 13) and attach all bills and/or

statements that indicate “proof of payment” of each listing on this
form.

Date and sign the REQUEST form and submit the form and all
statements to the other parent.

After 35 days from date on REQUEST form, if you have not
received payment from the other parent, you may now submit the
paperwork to the Friend of the Court.

Complete the COMPLAINT form (FOC 13a). Sign and date this
form (the date on the COMPLAINT form should be at Jeast 35 days
after the date on the RE QUEST form,.

You may now submit the REQUEST form with all bills and/or
statements showing “proof of payment”, and the COMPLAINT
form to the Friend of the Court for processing.




BAY COUNTY FRIEND OF THE COURT

INSTRUCTIONS FOR HEALTH CARE EXPENSES REIMBURSEMENT

You have requested the assistance of the Friend of the Court {FOC) to collect reimbursement for health
care expenses. The FOC canhot act as your attorney, but will try fo assist you to resolve this matier it
you provide the necessary information in the proper manner, as explained below:

IMPORTANT: Unless the non-custedial parent S3IGNS AS GUARANTOR for heaith care costs, or in the
absence of a Court Order stating otherwise, the FOC considers the custodial parent responsible to the
heaith care provider for payment of all uninsured medical expenses. It is recommended that the
custodial parent make payment arrangements with the provider to prevent any unpaid accounts
from going to collections. You must aiso contact the ather parent to try to collect your reimbursement
first,

ALL BILLS SHOULD BE SUBMITTED IN THE PROPER FORMAT WITHIN SIX MONTHS FROM THE
DATE OF PAYMENT, THE FOC WLL NOT ACCEPT BILLS THAT ARE MORE THAN ONE YEAR

OLD.

IF YOUR CURRENT SUPPORT ORDER PROVIDES FOR AN ANNUAL ORDINARY MEDICAL
EXPENSE, YOUR ANNUAL UNINSURED HEALTH CARE EXPENSES MUST EXCEED THIS AMOUNT
{$345.00 PER YEAR PER CHILD for Orders effective 10/1/08 and later: Orders effective prior to
10/1/08 the Ordinary Medical is $289.00 PER YEAR, PER CHILD) BEFORE REQUESTING A

REIMBURSEMENT.

IF THE REQUEST 1S NOT SUBMITTED PROPERLY, IT WILL. BE RETURNED TO YOU.
BEFORE WE MAY ASSIST YOU, YOU MUST:

a.) Complete the FOC 13 (REQUEST) form

b.) Attach copies of PAID receipts indicating “PROOF OF PAYMENT”

c.) Submit one copy of the FOC 13 with paid receipts to the other party

1.

2. a.) If you do not receive payment or reach an agreement with the other
party regarding reimbursement with 35 days from the day you submitted
the Request form and paid receipts to the other party, you must submit
to the Friend of the Court the following:

3. a.) A copy of the FOC 13 (Reguest) form with the paid receipts that were sent
' to the other party

b) A completed FOC 13a {Complaint) form

PLEASE NOTE: THE DATE ON YOUR “COMPLAINT” FOR M MUST 8E AT LEAST 35 DAYS FRCM
THE DATE ON YOUR "REQUEST” FORM. THIS WILL LET THE FOTC KNOW THAT YOU HAVE
REQUESTED PAYMENT FROM THE OTHER PARTY FIRST.

We will not enforce uninsured health care expenses which result from a parent's choice not to use
available health care insurance.

When we receive a copy of the FOC 13 (Request) with paid receipts/bills and the FOC 133 {Complaint)
we will begin the collection process. We may schedule an office conference, file a Petition and Order to
Show Cause or pursue modification of an Income Withholding Order in order to determine and/or collect

the amount due.

The FOC will meke every effort o see that each parent pays his or her fair share of these expenses: -
however, your cooperation in providing the above-mentioned information is crucial.
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P.0. Box B31, Bay City, Michigan 48707--0831
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INSTRUCTIONS FORREQUESTING PARTY:
The followingis important information should you later seek to obtain the friend of the court's help to enforce paymentof health care

expenses (medical, dental, and other health care expenses).

1. Your court order must require the other party to pay a portion of health care axpanses.

2. The expenss must exceed any amounts your child support order requires as a prerequisite for enforcement.

3. Youmust submit your request for payment to the other party within 28 days of either the date insurance has paid cntheexpenses
orthe date insurance denies payment.

. fyou and the other party reach an agreement concearning the expenses, the agreement must be in writing, list the expensesto
be paid, state the total amount to be paid, and provide a schedule for payment. Both parties must sign the agreement.

. The bills mustbe presented to the friend of the court within the earliest of; 1 year after the expense was incurred; 8 months after
the insurer's final denial of coverage for the expense (as long as all measures necassary to submit the ciaim te insurance ware
completed within 2 months after the expense was incurred); or 6 months after a default in a repayment agreemant as set forth
above. Youwill need tofill out a secend form o request enforcement.

- Inthe eventitis necessary for the friend of the court to enforce paymant of the expenses, you must have supporting bills and
receipts for the expenses you list. You will be responsible for estabiishing the expenses and their necessity. Please bring your
documentation o ail court hearings where medical expenses may be discussad.

. Attached a copy of all bills and insurance notifications to this form.

7
8. You must keep a copy of this form and all attachments for the friend of the court to use in the event enforcement action
isnecessary. .
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The following expenses have been incurred for the heaith care of aminorchild for whom you are obligated é provide health care support,

Name of Child Name of Bate of Type of Total Amt. Paid || Balance \>Obfigor’s Amt. Owed
Receiving Service Medical Provider Service Service Medical by Due %, by
' Cost Insurance Obligor
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f declare that the above staiements are true to the best of my infermation, knowledge, and belief and that on this date | maited 4
copy of this Request for Health Care Expense Payment to the obligor at his or her [ast known address.
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SUMMARY OF SUBMITTED MEDICAL EXPENSES {Cont.) N
Name of Name of Date of Type of Total Amt. Paid | Balance | Obligor's | Amt,
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Notice to Obligor:
Under MCL 552.61 1athe friend of the caurt has baen askad to enforce the health care axpenses described below, Unless you file

a wrilten objection with the clerk of circuit court (including a copy for the friand of the court) within 21 days of the date providedjn
MCL 552.811, the expenses will be added to Your support account as a health care supportarrearage and enforcad. If you timety
fite a written objection in the manner required, a hearing will be set to resolve the health care complaint.

I certify that on this date | mailed & copy of this complaint o the obligor by ordinary mail to the obfigor's last known ad dress.

Date Friend of the court/Avthorized representative

Requesting Party’'s Statement:

Irequestthe friend of the courtto enforce health care expenses. Attachedis the requestfor Health Care Expense Payment ( inchuding

all supporting decuments) given io the obligor. 1declare that:

1. Irequested payment within 28 days of the date notified of the balance due after insurance paymer.s.

2. This request is for expenses that are more than the minimum amount my order requires for enforcement,

3 3. This complaintis
C1within 6 menths after the date of the insurer's final denial of coverage for the expense.

(] within 1 year of the date the expense was incurred.
[ within 6 months afler the obligor's default of an agreement to repay (copy of agresment a

ttached).
\ - . - v -
}}é 4. As of this dale, the expense informatien in the attached Request for Health Care Expense Payment is true except as foliows:

Since the date I mailed the Request for Health Care Expense Paymeéntio the obliger, the obliger paid $____ﬁ___%__k__&_

and . o )

for
Name(s} of child{ran) Mame(s) of medical provider(s)

| declare that the above statements are true to the best of my information, knowledge, and bafief.

>,\Da[e ’ ;Si’gnature ) .




Criginal - Obligor
1st copy - Requesting party
2nd gopy - for court as needed

Approved, SCAC
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STATE OF MICHIGAN

18tyupICIAL CIRCUIT
Bay COUNTY

REQUESTFORHEALTHCARE
EXPEMNSEPAYMENT

Telephone no.

Friend of the Court address
{989) 895-4295

P.0. Box 531, Bay City, Michigan 48707-0831

I v Defendant

( Plaintiff

INSTRUCTIONS FOR REQUESTING PARTY:
The following is important information should you later saek to obtainthe friend of the court's helpto enforce payment ofhealth cars

expenses (medical, dental, and other health care expenses).

1. Your court order must require the other party to pay a portion of haalth care axpenses.

2. The expense must exceed any amounts your child support order requires as a prerequisite for enforcement.

3. Youmustsubmityour request for paymentto the other party within 28 days of either the date insurance has paid onthe expenses
or the date insurance denies payment.

4. [fyou and the other party reach an agreemeant conceming the expenses, the agreement must be in writing, list the expenses to
be paid, state the total amount to be paid, and provide a schadule for payment, Both parties must sign the agreement.

5. The bilis must be presented lo the friend of the court within the earliest of: 1 year after the expense was incurred; 8 months afier
the insurer’s final denial of coverage for the expense {as long as all measures necessary to submit tha claim to insurancs were
complated within 2 months after the expense was incurred); or  manths after 2 defaultin a repayment agreement as sel forth
above. You will need to fill out a second form o request enforcement,

6. inthe event it is necessary for the friend of tha court to enforce payment of the expenses, you must have supporting bifls and
receipts for the expenses you fist. You will be responsible for establishing the expenses and their necessity. Please bring your
decumentation to all court hearings where medical expenses may be discussad.

7. Attached a copy of alf bills and insurance notifications to this farm,
8. You must keep a copy of this form and all attachments for the friend of the court to use in the event enforcement action

isnecessary.

QObligor's name and address

TO:

The following expenses have beenincurredforthe health care of aminor child forwhom you are obligated to provide heslth care support.

MName of Child Name of Date of Typeof Total Amt. Paid | Balance |Obligor's |Amt. Qwed
Receiving Service Medical Provider Service Service Medica} by Due % by
Cost Insurance Obligor

| dedlare that the above statements are true to the best of my infermation, knowledge, and belisf and that on this date | mailed a
copy of this Request for Health Care Expense Payment te the abliger at his or her last known address, '

Date

Signature




SUMMARY OF SUBMITTED MEDICAL EXPENSES (Cont.)

Nam_e of Name of Date of Type of Total Amt. Paid Balanee | Obligor’s | Amt.
Child Medical Service Service Medical by Due o Owed
Provider : Cost Insurance by
Obligor
Continuation Page .
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2nd copy - Requésting party

) Original - Court
_ Approved, SCAO - 1st copy - Obligor 3rd copy - FOC file
STATE OF MICHIGAN , CASE NO.
18th JUDICIAL CIRCUIT COMPLAINT FOR ENFORGMENT OF

Bay  COUNTY HEALTHCARE EXPENSE PAYMENT

Telephone no.
(989) 8954295

Friend of the Court address ~ ) . ]
F.0O. Box 831, Bay City, Michigan &8707-0831°
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TO: Obligor's name and address

Naotica to Obligor: .
Under MCL 552.611athe friend of the court has been asked to enforce the healih care expenses described below, U nlessyoufile

& written objection with the clerk of circuit court (including a copy for the friend of the court) within 21 days of the date provided in
MCL 552.611, the expanses will be added to your support account as a health care support arrearage and enforced. If you timely
file 2 written cbjection in the manner required, a hearing will be set to resolve the health care complaint.

| certify that on this date ] mailed a copy of this complaint to the obligor by ordinary mail to the obligor's last known address.

Friend of the courdAuthorized representative

Date

Requesting Party’s Statement:

Irequestthe friend ofthe courtto enforce health care expenses. Attached isthe requestiorHealth Care Expense Payment (including

all supporting documents) given to the obligor. 1 declare that:

1. Itequested payment within 28 days of the daie nolifiad of the balance dueg after insurance paymaius.

2. This request is for expenses that are more than the minimum amount my order requires for enforcement,

3. This complaintis
[ within 8 months efter the date of the insurer’s final denial of caverage for the expense.

[ within 1 year of the date the expanse was incurred,
(J within 6 months after the obligor's default of an agreement to repay (copy of agreement attached).

4. As of this date, the expense information in the attached Reguest for Health Care Expense Paymentis true except as follows:

Since the date | mailed the Requestior Health Care Expense Paymentiothe obligor, the cbliger paid § .

and

for
Mame(s) of child{ren} Mame(s) of medical provider(s)

I declare that the above statements are true to the bast of my information, knowledge, and beliaf.

Date Signalure |




